The data from one trust (Birmingham and Solihull) were obtained (by A.M.) from the named nurse for each patient and supplemented with details from the case notes, and for the second trust the data were obtained (by C.C.) from senior nursing staff. A simple form was used to collect demographic and clinical data. In addition, two specific questionnaires were completed, the Residential Rehabilitation Engagement Scale 10 and the Challenging Behaviour Checklist for Psychosis. 11 The Residential Rehabilitation Engagement Scale is a 16-item staff-rated measure designed to capture engagement in in-patient rehabilitation settings during the past month. It consists of three dimensions: medication compliance; agreement with treatment and basic relationships; and active participation and openness. Each item is rated on a 5-point Likert scale, ranging from 1 (never) to Aims and method To build on previous research findings by examining engagement and problematic behaviours of patients in 10 residential rehabilitation units. Two measures were completed on patients in community rehabilitation, longer-term complex care and high-dependency units (109 patients in total). Data were analysed and categorised into higher-engagement ratings across the domains of engagement and behaviour over the past 6 months and lifetime in terms of presence of the behaviour and likelihood of resulting harm.
Results Data were available for 73% of patients. All aspects of engagement were consistently low for all units, with highest levels in community rehabilitation units. Levels of problematic behaviours were similar across all units. Socially inappropriate behaviours and failure to complete everyday activities were evident for over half of all patients and higher for lifetime prevalence. Verbal aggression was at significantly lower levels in community units. Lifetime behaviours likely to lead to harm were much more evident in high-dependency units.
Clinical implications Despite some benefits of this type of care, patients continue to present challenges in engagement and problematic behaviours that require new approaches and a change in focus.
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Patient engagement and problematic behaviours in nurse-staffed residential rehabilitation units Each type of behaviour is rated by staff in terms of the level of severity on a 0 to 4 scale (behaviour likely to result in social exclusion through to ability to cause serious harm or death) and frequency/recency on a 0 to 8 scale (ranging from lifetime occurrence to daily incidents). Items are categorised into 11 domains. Data relating to the past 6 months and lifetime are presented for all behaviours and then separately for problematic behaviours leading to imminent physical harm to self or others.
The data are presented descriptively. Chi-squared tests were used to compare engagement and problematic behaviours across the three types of rehabilitation unit. Data were analysed using SPSS 12.0.1 for Windows.
The project did not require ethical committee approval (as determined by the National Research Ethics Service), but agreement was obtained from the relevant clinical governance bodies in both trusts.
Results
Of the 10 units included, 5 were classified as community rehabilitation units (44 patients), 3 as complex care units (36 patients) and 2 as high-dependency units (29 patients). Demographic and clinical data were available for 98/109 (90%) patients. Sixty-six patients were men and their mean age was 45 years. Sixty-six patients were White, 22 were Black/Black-mixed and 10 were from other ethnic groups. None of the patients were in employment and only 5 were currently married. Sixty-six patients had a diagnosis of schizophrenia, 26 had affective psychoses (depressive and bipolar) and 5 had other diagnoses; for 1 patient no diagnosis was available. The median length of stay of these patients was 38 months (range 0-143; see Cowan et al 9 for further details).
Data on engagement were available for 88/109 (73%) patients (Table 1 ). The engagement scores were consistently low across all types of unit; those in the domain of 'active participation' were especially so. Only two items were rated (usually/always) greater than 50%, namely 'relates well with named nurse' and 'complies with medication'. There were significant differences between the units on 4 of the 16 variables; greater levels of engagement were reported for patients in community rehabilitation than in complex care or high-dependency units.
Data on problematic behaviours were obtained for 80/ 109 (73%) patients (Table 2 ). Over half of the patients continued to present with verbal aggression, showed socially inappropriate behaviours (e.g. making excessive demands/complaints or urinating in public), and failed to complete everyday activities (e.g. refused to wash/dress appropriately or stayed in bed/their room); the last two items were significantly more common in patients on complex care units. Problematic behaviours likely to result in imminent physical harm to self or others were uncommon aside from 'failure to perform a range of everyday activities' (35%). Furthermore, there were no significant differences in these items over the previous 6 months across the three types of unit.
By contrast, lifetime prevalence of problematic behaviours was uniformly high, with the exception that absconding was significantly lower for those in complex care units, as were levels of verbal aggression for patients in community rehabilitation units (Table 3) . Also notable were the very high levels across all units on 'failure to perform a range of everyday activities', second only to verbal aggression. The ratings for problematic behaviours leading to imminent physical harm to self or others were evident to a much greater degree across the board for patients in high-dependency units; in most instances these findings were statistically significant.
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Discussion
The poor level of engagement reported for patients in all three types of rehabilitation unit was striking. The scores for community units, as might have been expected, showed a higher level of active participation than either complex care or high-dependency units, although it should be acknowledged that this applied to only around a third of patients. Even at the basic level of discussing and agreeing with proposed interventions, only around two-thirds participated; this gives an indication of the challenge facing units whose key purpose is to promote recovery and assist patients in moving on to more independent accommodation. By comparison, in a community sample of patients under an assertive outreach team in Birmingham only a quarter were classified as poorly engaged. 1 This reinforces a view that there is a core group of patients who, despite the best efforts of community services, remain stubbornly disengaged and may require a longer period of in-patient treatment. 2 The uniformly disappointing commitment to rehabilitation interventions is frustrating given that many patients in all three types of unit related well to their named nurse. This is possibly because these relationships serve to meet more immediate needs whereas rehabilitation programmes often target medium-to longer-term goals, which may be perceived by patients as an irrelevance or imposition. Relating well to one individual may also detract from relating well to the whole team. The challenge is to promote engagement with the whole team as well as broader rehabilitation process, perhaps by building other interventions on the rapport established between patients and their named nurses. Systemically informed treatments that seek to promote an open and shared dialogue regarding problems, their causes and treatment with the whole treatment team, patient and carers may prove effective in promoting better involvement in care-planning and goalsetting. 12 The lack of therapeutic engagement is of particular concern, given the considerable problematic behaviours shown by these patients, not only with respect to behaviours required for independent living ('failure to perform a range of everyday activities'), but also the persistently high levels of verbal aggression and socially inappropriate behaviours. Alongside other issues, such as the availability of suitable community alternatives, 3 this in part explains why patients in this sample had not yet moved on. 9 A comparison of the lifetime and 6-month data suggest that problematic behaviours may have reduced, pointing to the benefit of these services (especially those in highdependency units) in providing the necessary supervision and containment to manage risks. However, a lack of willingness to discuss symptoms and behaviours makes it likely that patients may well not have grasped the factors driving problematic behaviours. In the absence of ongoing rehabilitation interventions therefore it is probable that any difficulties would simply re-emerge given time.
This raises the question as to how we can work more effectively with these patients to enable them to successfully move on to less supervised settings, possibly
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Meaden et al Nurse-staffed residential rehabilitation units in the community. There remains a role for standard cognitive-behavioural therapy (CBT) for treatmentresistant patients as well as other psychological interventions for those patients who are better able to discuss their experiences and to actively become involved in their treatment. However, for many this is unlikely to be successful given persistent problems with engagement which is needed as a basis for active collaborative therapies such as CBT. One alternative is to utilise interventions that explicitly focus on treatment-resistant behaviours as barriers to personal recovery. This shifts interventions away from symptoms or disabilities and redirects the goal towards engagement and reducing problematic behaviours. The Challenging Behaviour Checklist 11 items provide a useful framework around which it is possible to construct intensive team-based interventions not otherwise possible in the community. More intensive psychological input, along with staff training focused on addressing problem behaviours for difficult-to-place patients in a systematic way, has been shown to be effective in reducing aggressive and problematic social behaviour and removing barriers to resettlement into the community. 13 Behavioural approaches continue to hold value for this group, alongside team-based cognitive therapy, 11 to provide more frequent and more timely interventions linked to warning signs for problem behaviours while addressing any unhelpful team attitudes towards patients and their behaviour. A functional analysis of problem behaviours and poor engagement should aim to ensure that contextual and non-illness factors are also addressed (e.g. social skills, personal attitudes). Engagement with the named nurse is clearly crucial and should provide the platform for such interventions with the fuller multidisciplinary team. Training should ensure that named nurses in these units are fully equipped to deliver these interventions where engagement with other professionals is not possible.
For some patients, even these efforts may prove insufficient to promote recovery and maintain them in community living. Such individuals may require longerterm complex care facilities that are able to provide the necessary supervision and monitoring required for safely managing risk while continuing to promote and maximise quality of life. There is clearly a strong case for the continued existence of these units in a spectrum of mental health provision. 3 The limited progress to greater independence observed in this group 9 does not simply reflect a more severe form of treatment-resistant illness but also the consequences of poor engagement and problem behaviours. Routinely assessing engagement and problematic behaviours, alongside the success of any interventions, may usefully help to determine the need for longer-term intensive support or potential for discharge. The ability of a wider network of providers to appropriately support such individuals after discharge needs to be considered.
